AGRICULTURE EDUCATION MEDICAL AUTHORIZATION
Name: __________________
  Gender:_________ Date of Birth_____________

Home Address______________________________________________________

_________________________________________________________________

Home Telephone___________________

Work Telephone____________________

It is important to have certain medical information so that any emergency may be taken care of as adequately as possible. Please complete the blanks below and submit other information you feel is applicable. 

1. Date of last physical examination______________________________

2. Drug allergies_____________________________________________

3. Last tetanus immunization received____________________________

4. Is their a history of heart condition_____, diabetes________, asthma________, epilepsy______, rheumatic fever_______?

5. Are there any physical restrictions?__________________________________

6. Are you taking any medications at the present time? _____Yes   ______ No

7. Name of family physician: _________________________________

Phone: ___________________

I understand that should a health problem arise, I will be notified, but that if I cannot be reached by telephone such medical treatment, including surgery, as deemed necessary by competent medical personnel could be rendered and that necessary information my be released for insurance purposes. 







__________________________







Signature of Parent/Guardian







__________________________







Date

